S U M M A R Y Somatosensory evoked potential (SSEP) recordings from the scalp were performed in 17 healthy subjects. In seven of these SSEP was also recorded at the level of the second lumbar spine. In the other ten F and H responses and the corresponding M responses were studied. By means of the SSEP recordings at the level of the second lumbar spine and the F-and H-responses, the conduction time in the brain and spinal cord, that is central latency, was calculated and the following results were obtained: 16-0 ms with standard deviation (SD) +11. ms (by means of SSEPs), 9-5±2-4 ms (by means of F response) and 13-1±1'5 ms (by means of H response). Of the three methods used the H response method seems to be the best for clinical purposes: it is easy to perform and statistically it is more stable than the F response recording; moreover the recording can be performed reliably even in persons with thick back muscles and subcutaneous fat, unlike the evoked potential procedure which only with difficulty shows detectable responses at the lumbosacral levels in such persons. Three patients are presented to illustrate the technique; in one of these the recording evoked potentials from the epidural space were recorded.
Elecltroneuromyography of the peripheral nervous system occupies an important position in clinical neurodiagnostis. However, for study at various levels of the spinal cord and brain it is less valuable. During the last few years somatosensory evoked potential (SSEP) recordings have improved the diagnostic approach to the spinal cord and brain: it is now possible to record scalp potentials evoked by stimulation of the tibial or peroneal nerves. '4 In order to distinguish peripheral lesions from these at a higher level, that is in the spinal cord and brain, spinal SSEP recordings have now made it possible to differentiate conduction time at the root and peripheral nerve levels. Techniques available to perform the latter include surface recordings,3 [5] [6] [7] and, with their better signal/noise ratio, epidural8-10 and subdural"l '15 Recordings were taken with surface electrodes simultaneously from the scalp and also from the second lumbar spine. (Recordings from the inion were also carried out, bu't their signal/noise ratio was low and therefore they were not included in the present results.) Latency measurements were carried out at the onset of the scalp response (lat No), also at the peak P1 (lat P1), that is the positive peak of component 1,2 and also the peak of nega'tive deflection of the evoked response at the level of the second lumbar spine (lat L2). Figure 1 shows the typical configurations and the important landmarks of the responses in Approach I.
The conduction velocity of the sciatic trunk between the popliteal fossa and the second lumbar spine also was calculated. This conductlion velocity (CVs) may be formulated: (a) CVs=d/lat L2 where d=distance between the popliteal fossa and the second lumbar spine (mm 
Results
The main results are presented in tables 1, 2, and 3. Figure 6 shows the evoked responses at both levels induced by stimulation of the right median nerve. The H response was easy to detect on both sides and CVH was normal on the right 55 m/s), but slightly decreased on the left (45 m/s). The latency values No and P1 were calculated from the scalp recordings because they originate from the component I of the scalp response (see figs 1-3) which, it has been suggested, results from postsynaptic activation of the thalamocortical neural pathways.2 Component I is the first cerebral manifestation in the scalp recording following the activation of the medial lemnisci tracts. The selection of the site of the recording electrode, about 2-5 cm behind from the vertex, is based on the investigations of Tsumoto et at2, who found the component I to be maximal in this position. The conduction velocity cf the sciatic nerve (CVs) in Approach I is quite near the corresponding conduction velocity of the sciatic nerve, CVE:, in Approach III, but the central latency index (CLIs) is much higher than the respective values in Approaches II and III (CLIF and CLIH). This difference may be due partially to the different subjects, but this is unlikely to be the only cause. More study is needed to explain this point.
In Approach II the latency at the onset of scalp response (31-9 ms) corresponds well with the results reported by Jones Jones, 5 but that difference may be due to the differences in the body lengths of the controls. The latency of the F response (lat F) (51P0 ms), is quite similar to the value reported by Dorfman.4 When calculating the CLF values the scatter was large (SD 26% of the mean), while the distribution (expressed as SD) of CLlr in Approach III was only 11% of the mean. This is probably because H response is easy to produce, and its latency and amplitude are much more stable than those of F response, which in the present study changed very much even during the same experiment (see also Dorfman.4 In case 2 the conduction time of the cervical cord was evaluated from the scalp and cervical responses induced with the stimulation of the median nerve from the wrist; normal responses were found on the scalp and the seventh cervical segment, but the responses were lacking on the scalp after stimulation of the tibial nerve from popliteal fossa. These findings suggested a lesion site at the level of thoracic spinal cord. This was confirmed with myelography. In case 1, the responses of the skin recordings from the level of the second lumbar spine were scarcely detectable, but the recordings with platinum iridium wire electrodes from the epidural space at the level of the third lumbar segment shuowed clear asymmetry of the responses. The present results suggest that the evaluation of the neural conduction time in the brain and spinal cord is more difficult than that of the peripheral nervous system. The measurement of the evoked potentials from the lumbar levels, the F response and H response, may overcome this problem. The H response method seems to be the best of these three; it is easy to perform even in persons with thick back muscles and subcutaneous fat; and statistically it is more stable than F response recording. In radicular lesions however, the recording of the evoked potentials with wire electrodes from the epidural space may offer a useful diagnostic tool for clinical practlice. 
